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Ⅰ. Introduction
Since Lord Dawson established the concept of the organized healthcare system in 1920, there have been two different approaches to organizing primary, secondary, and tertiary care within the healthcare system. The first approach is a highly structured and regionalized system, which is mainly adopted in Northern European countries, including the United Kingdom [1] . Medical institutions in this system provide services that represent a specific level of healthcare. Furthermore, their location within an area is carefully chosen according to the distribution of patients. In general, local clinics that are operated by a general physician provide primary care, general hospitals provide secondary care, and tertiary hospitals provide tertiary care.
Patients who visit local clinics are usually referred to a higher-level medical institution until they reach the "right place" that can provide them with the appropriate care that they require, irrespective of their preferences. On the other hand, many other countries, including the United States, have adopted a dispersed model of care, which allows patients to visit specialists or higher-level medical institutions without a primary physician's recommendation [1] . This system is frequently criticized because it results in high costs and a waste of resources. However, it can maximize the convenience of patients who wish to quickly address their health problems [2] [3] [4] .
The South Korean healthcare system is often perceived to have adopted an extreme version of the dispersed model of care. Despite the universal healthcare coverage that is provided by the National Health Insurance Program, there are a few reg-ulations that restrict patients from directly visiting a hospital without a referral [5] [6] . Moreover, South Koreans generally prefer hospitals to local clinics because they believe that the quality of care that is provided by hospitals is better than that of local clinics, even with regard to basic care [7] [8] . As a result, patients who require only basic outpatient care also visit hospitals; thus, a large proportion of the outpatient services of hospitals are devoted to primary care [9] . It has recently been reported that many other countries are facing a similar situation and struggling to find a way to ease the herd behaviors of their patients [10] [11] [12] [13] [14] .
The definition and attributes of primary care have been discussed for a long time [15] [16] [17] . In sum, primary care is a forefront point of the healthcare system, Typically, it privides care to individuals with common illnesses such as the common cold (first sontact). Further, it provides preventive services to the entire community and helps patients with chronic diseases manage their condition (i.e., comprehensiveness). Primary care providers also refer patients who require further evaluation or treatment to higher-level medical institutions (i.e., coordination) and for follow-up care (i.e., continuity). In addition to these traditional "gatekeeping" functions, primary care recently has expanded its boundaries to incorporating various healthcare services [2, 18] . It is well known that the provision of better primary care within a healthcare system is associated with better overall healthcare quality and lower healthcare costs [19] [20] . As medical practices become more complex and fragmented, the importance of primary care is being increasingly emphasized. In this regard, the Korean healthcare system cannot sustain without establish-
Korean Society for Quality in Health Care
Original Articles ing and reinforcing its primary care services.
Some changes to the healthcare system are imperative to strengthening primary care in South Korea, and the support of the general public is also essential to a smooth transition to the new system. For example, in France, the "preferred doctor scheme" was more easily accepted by a majority of those who already had a regular family doctor before the system was launched [10] . Therefore, understanding the general public's experiences of primary care will play a helpful role in identifying which aspects of primary care should be further strengthened. In this manner, this study aimed to investigate the general public's perspectives on the primary care services that were provided by local clinics and general and tertiary hospitals.
Ⅱ. Methods
We aimed to recruit a sample that was representative of the population of adults in South Korea.
We used quota sampling because it is not only time-and cost-effective but can also provide the equivalent result compared to probability one [21] [22] . The number of participants who belonged to each stratum was ascertained based on the sample size and the proportion of the population that was constituted by those who belonged to a given stratum [23] . In this study, age, sex, and residence were used as the strata, and the proportion of the strata was calculated based on the 2014 Population Cen- Original Articles Ⅲ
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Ⅳ. Discussion
It has only been twelve years since the Korean version of primary care concept was established.
Therefore, both doctors and patients are still unfamiliar with this concept [7, 25] . Gatekeeping role of the primary physician is ambiguous because the specialist can run the outpatient clinic as well as there is no limitation on local clinic having high-level equipment and facilities [6, [26] [27] .
From public healthcare center to tertiary hospitals compete with each other to attract patients with primary care sensitive condition [28] [29] . However, there has been no attempt to apply PCAT to all medical institutions. Such studies are necessary because local clinics are not the only medical institutions that provide diverse primary care services.
Given this context, this study aimed to assess the strengths and weaknesses of the primary care services that were provided by the three types of medical institutions.
We found that the total scores on the KPCAT were similar for local clinics and general hospitals, but they were slightly lower for tertiary hospitals. However, domain-wise analyses revealed more complex patterns. "First contact" was the only attribute that the score was drastically lowered as the level of the medical institution increased in the order of local clinic, general hospital, and tertiary hospital.
Analyses of the subdomains revealed that the institutional differences were the widest for facility accessibility and cost appropriateness, followed by first contact utilization and basic healthcare. These trends were caused by relatively less number and more expensive cost of the upper-level institution.
Although the patients felt burdened about visiting higher-level institutions, these barriers did not occlude those who wished to visit such institutions.
The narrowest institutional difference emerged for the subdomain of demographic accessibility. In a past study, a very high score (96 out of 100) had emerged for this item [24] . This subdomain was originally designed to measure whether an institution is equipped to treat the general conditions of a wide range of patients. However, it can also be interpreted as the question for special conditions suitable for the upper-level institution. In addition, South Korea has adopted the "mandatory designa- Korea, a doctor who works in a local clinic typically sees more than 50 outpatients, and there are little incentives for doctors to provide preventive counseling [30] . As a result, they cannot afford to take an interest in anything other than the chief complaint of the patient. On the other hand, general and tertiary hospitals have abundant manpower, and these professionals can provide these kinds of counseling services (i.e., instead of the doctor).
Among the various areas of primary care that need to be addressed, training healthcare workers to play the role of a gatekeeper and providing incentives to primary care providers whose patients witness excellent outcomes should be the highest priority in order to facilitate an improvement in healthcare quality [26] .
This study has some limitations. First, there is a possibility of participant bias because our participants were asked to participate freely according to their will. Second, quota sampling was used, but characteristics other than age, sex, and residence were not used for stratification. Therefore, there is potential for systematic sampling error. Third, the order in which the medical institutions were 
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